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Abstract  

Obesity is a leading cause of morbidity and mortality, and management in primary care is currently 

suboptimal. This quality improvement (QI) project aimed to increase access to obesity management 

services in two primary care clinics in Oregon by increasing the number of primary care providers (PCPs) 

equipped to provide these services. Methods included evaluating a pilot primary care holistic weight 

management program (WMP), creating and disseminating a WMP guide to PCPs, and educating PCPs on 

obesity management. The primary intervention of this QI project was a 30-minute educational session 

for PCPs on obesity management and administration of a pre-and post-intervention survey. After the 

education session, PCPs reported increased confidence in certain aspects of obesity management and 

rated the WMP guide beneficial for clinical practice. Providers reported a lack of time as the main barrier 

to providing these services and decreased willingness to offer a WMP following the education session. 

WMP data analysis revealed that patients who completed the program experienced an average weight 

loss of 5.8% [95% CI (4.1, 7.5)] over an average of 5.7 months, indicating that this is an effective 

treatment approach to obesity management in the primary care setting. Further QI projects or research 

can build on this knowledge and investigate ways to increase the number of PCPs that offer holistic 

obesity services and evaluate the long-term effectiveness of primary-care-based WMPs.  

Keywords: Obesity, overweight, obesity management, obesity therapy, weight management, 

attitude of health personnel, primary care, quality improvement.  
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Introduction 
Problem Description   

Obesity, defined as a body mass index (BMI) equal to or greater than 30 kg/m2, affects 42.4% of 

people in the United States (U.S.) (Centers for Disease Control and Prevention [CDC], 2021). Obesity is a 

leading cause of morbidity and mortality in the U.S and increases a person’s risk of diabetes mellitus, 

coronary artery disease, gout, nonalcoholic fatty liver disease, and certain cancers (CDC, 2021; Semlitsch 

et al., 2019; Wharton et al., 2020). In Oregon, obesity is the second leading cause of preventable death, 

accounting for approximately 1,500 deaths annually (Oregon Health Authority [OHA], 2019). People with 

obesity (PWO) in Oregon have increased annual healthcare costs averaging $1429 more than those 

without obesity (OHA, 2019). This data emphasizes the importance of interventions to combat adverse 

risk factors associated with obesity to reduce morbidity, mortality, and healthcare costs. 

Despite the high prevalence of obesity and its associated detrimental health effects, the 

management of obesity in the primary care (PC) setting is suboptimal, with average obesity screening 

and counseling rates in primary care of 30% (Fitzpatrick et al., 2016; Tronieri et al., 2019). Studies have 

found that providers’ explicit and implicit biases toward PWO significantly contribute to morbidity and 

mortality rates (Alimoradi et al., 2020; Lawrence et al., 2021; Wharton et al., 2020). Healthcare 

providers can reduce stigmatization and bias by using person-first language, for example, saying a 

person with obesity rather than an obese person (Obesity Action Coalition [OAC], n.d.). Providers should 

consider avoiding the term obesity when speaking directly with patients, as the word itself can carry 

negative conations, and studies show that patients prefer other terms such as plus size, high BMI, or 

excess weight (Auckburally et al., 2021; Ivezaj et al., 2020; Puhl & Himmelstein, 2018; Puhl, 2020). For 

this QI project paper, the medical term obesity will be used in person-first language, as this term is most 

prevalent in the literature. 
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Available Knowledge  

The primary care setting is ideal for implementing obesity services because of the broad range 

of interventions available and the focus on the long-term relationship between the patient and the 

healthcare team (Marques et al., 2021). Effective interventions for obesity management in the PC 

setting include counseling on lifestyle modifications such as nutritional counseling (Ma et al., 2017; 

Marques et al., 2021), structured exercise regimens (Goryakin et al., 2018), behavioral counseling 

(LeBlanc et al., 2018; Lv et al., 2017; Tronieri et al., 2019), as well as pharmacological interventions and 

referrals for weight loss surgery (LeBlanc et al., 2018). The most effective treatment for obesity 

management is the combination of multiple strategies (Lv et al., 2017), with increased effectiveness 

when delivered in group versus individual formats (Abbott et al., 2021) and when conducted for at least 

six to twelve months (Marques et al., 2021; Semlitsch et al., 2019). Despite extensive research on the 

value of obesity interventions in primary care, PCPs face many barriers to providing quality obesity 

counseling and management, including limited time (Caterson et al., 2019; Kaplan et al., 2018; Simon & 

Lahiri, 2018), insufficient knowledge or formal training (Alfadda et al., 2021; Simon & Lahiri, 2018; Zevin 

et al., 2022), and discomfort surrounding conversations on weight (Simon & Lahiri, 2018). The significant 

barriers for PCPs delivering obesity management care necessitate a review of potential solutions to 

improve care for PWO. 

A successful intervention to mitigate barriers for providers caring for PWO is education on 

evidence-based obesity management (Alfadda et al., 2021; Aveyard et al., 2016). One study found that 

online obesity care training and encouraging providers to integrate 30-second obesity-related 

counseling sessions during clinic visits resulted in positive patient outcomes, including weight loss 

(Aveyard et al., 2016), demonstrating that even small educational interventions have a significant impact 

on weight loss. Educating PCPs on structured change communication frameworks, including the 5 As 

(Ask, Advise, Assess, Assist, and Arrange) and motivational interviewing, have also been shown to 
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improve provider-patient communication (Fitzpatrick et al., 2016; Luig et al., 2020; Reading et al., 2020; 

Welzel et al., 2018). Evidence that these communication frameworks lead to weight loss is lacking 

(Makin et al., 2021; Reading et al., 2020), suggesting that they are an effective communication strategy 

but not an evidence-based weight-loss intervention. The literature underscores the need for educational 

initiatives on obesity management and communication strategies to overcome known barriers to 

providing evidence-based care for PWO in the PC setting. 

Rationale 

This QI project was guided by the Institute for Healthcare Improvement Model for Improvement 

(IHI MFI), a trusted framework for QI work (Institute for Healthcare Improvement [IHI], n.d.-b). As 

recommended by the IHI, a root cause analysis was completed using a cause-and-effect diagram prior to 

initiating this QI project (IHI, n.d.-a). The analysis demonstrated a need for increased access to primary 

care-based obesity management and a lack of a program guide for the current pilot WMP, limiting the 

reproducibility of the program by other providers (see Appendix A). Using the IHI MFI framework, Plan-

Do-Study-Act (PDSA) cycles were used to test a series of small-scale changes for improvement (IHI, n.d.-

b), allowing for frequent, minor improvements to the current WMP program and, ultimately, the 

creation of the program guide. The literature demonstrated the importance of provider education on 

obesity management and communication strategies (Alfadda et al., 2021; Aveyard et al., 2016), which is 

why the primary intervention for this QI project was an education session for PCPs on obesity 

management to increase the number of PCPs equipped to offer these services to patients, ultimately 

increasing access to PC-based obesity management services. 

Specific Aims 

The goal of this QI project was to increase access to holistic obesity management services in a 

primary care-based healthcare system. Four aims were set to reach this goal, with a project deadline of 

October 2022 (see Appendix B). The first aim was to evaluate the current WMP, and the second was to 
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create a program guide for the current pilot WMP. The third aim was for PCPs in the clinic to report 

increased knowledge and willingness to provide obesity management services and report the usefulness 

of the WMP guide for clinical practice after an educational session in August 2022. Lastly, the final aim 

of this QI project was to evaluate the program for areas of potential growth and present it to key 

stakeholders.  

  Methods 

Local Context 

The primary setting for this QI project was a private PC clinic in a suburban area in the Pacific 

Northwest, which is part of a healthcare system comprised of five clinics. Staff at the clinic included four 

PCPs (three nurse practitioners and one physician), four medical assistants (MAs), a lab technician, an 

office manager, a referral coordinator, and ancillary staff, including front desk receptionists and an IT 

support liaison. At the time of this QI project, the clinic offered services only to insured patients or those 

that could pay up-front for a visit. In September 2020, an NP within the practice developed a pilot WMP 

for PWO, offering office-based interventions over approximately 13 office visits. One MA received 

training to assist with program visits and helped gather appropriate patient handouts at the end of the 

visit. The program creator developed the curriculum using evidence-based articles and pre-existing 

resources from other healthcare systems. The secondary location for this QI project was a clinic in this 

primary-care network. The second clinic site had seven providers (two nurse practitioners and five 

physicians), with none that offered a WMP.  

Interventions  

Phase 1: Program Evaluation  

Data on the existing program were collected and analyzed through chart reviews and included 

participation and retention rates, patient demographics, and relevant clinical outcomes such as weight 

(see Appendix C). Of the patients that completed the WMP, pre- and post-program data was collected 
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and recorded on a Microsoft Excel document (see Appendix C). For the first PDSA cycle, patient and staff 

feedback was obtained to incorporate into the program guide. Semi-structured interviews and 

questionaries were used to gather feedback from patients and medical staff, including the program 

director and the program medical assistant (MA). Baseline data, interview responses, and survey 

questionnaires were documented in Microsoft Excel.  

Phase 2: Creation of the Program Guide  

The second PDSA cycle involved using Microsoft Word and Canva to create a program guide 

based on the pilot WMP. Patient and provider feedback from phase one was incorporated into the 

guide. The program director reviewed and edited the WMP documents over multiple subsequent PDSA 

cycles. The final draft was reviewed and approved by the WMP provider and then dated and converted 

into PDFs (see Appendix D).  

Phase 3: Provider Education  

Two 30-minute trainings were delivered to all PCPs at their respective clinic locations during an 

educational lunch meeting in August 2022. The education sessions consisted of a Microsoft PowerPoint 

presentation, a review of the pilot WMP, and a presentation of the program guide. The presentation 

included bias and harm reduction measures, obesity statistics, communication and counseling 

techniques, and an overview of current evidence-based obesity management interventions in PC. A pre-

survey was sent to all providers one week before these sessions via email through an online survey 

tool, Qualtrics (see Appendix E). This survey assessed providers’ current knowledge and comfort level in 

providing interventions for obesity. Following the education sessions, all providers were sent a post-

survey (see Appendix F) via email with a link to the Qualtrics survey.  

Phase 4: Evaluation of Program and Potential Expansion   

Following the education session, all providers in the two clinics were emailed a PDF copy of the 

WMP guide. Pre- and post-survey results from phase three of the project were reviewed, analyzed, and 
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documented in a Microsoft Excel document and reviewed with the program director. At the end of this QI 

project, a discussion occurred with the current program provider to reflect on changes made and discuss 

potential next steps for the program. 

Study of the Interventions 

The study of interventions evaluated the potential for outside factors affecting the interventions 

other than those formally addressed in this QI project. Staff members had an opportunity to provide 

additional comments on survey questionnaires. Furthermore, providers were asked open-ended 

questions regarding recent education and training on obesity, barriers to providing obesity care, and 

biases affecting their care for PWO. This feedback helped inform the analysis of the educational 

intervention and determine whether outside factors affected providers' responses. 

Measures 

The primary outcome measure for this project was to see if there was an increase in providers' 

knowledge and willingness to implement obesity management services after the educational sessions. 

The results of the pre-intervention survey were compared to the post-intervention survey to measure 

the primary outcome. The provider post-intervention survey measured the usefulness of the program 

guide for clinical practice. Process measures included the number of providers who attended the 

educational session and the number of staff that filled out survey questionnaires with a goal of 100% 

participation. Other process measures included completing the program evaluation, reading the 

program guide, and attending the PowerPoint presentation. Several balancing measures were involved 

in this QI project. One balancing measure included outside education providers may have already 

received, which could have impacted survey results. The provider pre- and post-survey questionnaire 

addressed this concern and included a question about outside education and training. A balancing 

measure not formally addressed in this QI project, but is a critical consideration for future projects, was 

the potential patient barriers to participating in and completing the WMP. 
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Analysis  

Data collection for this QI project included quantitative and qualitative methods collected 

between July 2022 and August 2022. WMP participant data were collected through retrospective chart 

review and transcribed into Microsoft Excel. A 95% confidence interval was used when comparing pre-

and post-program patient weight loss. Two people (the author and the WMP director) analyzed 

qualitative responses to patient and staff semi-structured interviews for theme identification. Pre- and 

post-survey results from Qualtrics were retrieved and documented in Microsoft Excel to evaluate the 

impact of the educational intervention. The survey data included provider responses on a Likert scale of 

1-5, with one representing strongly disagree and five representing strongly agree. Averages from all 

responses were calculated in Microsoft Excel for each survey statement and then converted into bar 

graph form for ease of visualization. Qualitative survey responses were transcribed into Microsoft Excel 

using direct quotes and themes identified by the author and program director. Pre-intervention provider 

surveys filled out after the educational intervention were excluded from the data analysis.   

Ethical Considerations 

All staff in the clinic were informed of this project and provided verbal approval for quality 

improvement work to proceed. The participating clinic signed a letter of support that provided written 

consent to proceed with this project (see Appendix G). Additionally, this project was submitted to the 

Oregon Health and Sciences University (OHSU) Institutional Review Board (IRB) and deemed not human 

research before beginning this project (see Appendix H). Patient, staff, and provider participation in this 

improvement project was voluntary and communicated explicitly. Patients provided anonymous 

feedback with the assurance that their care would not be penalized or interrupted if they declined. Any 

results or feedback provided on survey questionaries throughout this project were kept anonymous, 

with no identifiers or characteristics of the participants recorded. 
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Results 

Weight Management Program 

Overall, the WMP had 14 active patients, 27 on the waitlist, nine who completed the program, 

and 23 that were paused or stopped as of August 2022. Of the nine patients that completed the WMP, 

the average weight loss was 14.3 lbs. [95% CI (10.2, 18.5)], and the average percentage of body weight 

loss was 5.8% [95% CI (4.1, 7.5)]. The length of time in the program ranged from 3-8 months, with an 

average of 5.7 months. See appendix C for detailed WMP data. A total of five patients volunteered to fill 

out a questionnaire about the WMP following program completion. Patients were asked to rate each 

section of the WMP, their overall experience, and provider sensitivity on a Likert scale of 0-10, with zero 

being the worst and ten being the best. Overall, the average ratings of WMP sections ranged from 9.2-

9.8. The average overall experience rating was 9.8, and the average rating of providers' sensitivity was 

10. Qualitative data responses included themes of empowerment, increased knowledge of tools and 

resources, and feelings of body positivity. Two patients participated in a semi-structured interview. 

Feedback for the WMP gathered from this interview included a preference for verbiage other than 

obesity, some concern for out-of-pocket office visit costs while participating in the program, and how 

beneficial it was to have a scheduled check-in time with the provider.  

Provider Education Intervention 

Pre-provider intervention surveys sent to the primary and secondary clinic sites had a response 

rate of 100% (n=4) and 86% (n=6), respectively. However, two surveys from the secondary clinic site 

were not included in the data analysis due to submission after the intervention. 37.5% of participants 

indicated that they had received continuing education or training on obesity in the last five years. Survey 

participants ranged widely in years of practice from 3-5 years to 20 years or more, with an average of 

10-20 years in clinical practice. Barriers reported on the pre-intervention survey to providing obesity 
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management services in primary care included time (n=7), cost and insurance concerns (n=3), lack of 

knowledge, training, or continuing education (n=3), and lack of a developed program (n=1).  

Post-intervention surveys had a response rate of 100% (n=4) at the primary site and 29% (n=2) 

at the secondary site. Survey responses from pre- and post-survey are available in Appendix I. Average 

confidence ratings in sufficient time to counsel on obesity service, routinely evaluating biases, knowing 

when to refer to bariatric surgery, prescribing non-pharmacologic and pharmacological interventions for 

obesity, and reports of strong knowledge in obesity management in PC increased from the pre- to post-

intervention survey. There was no change in responses to the statement about providers' comfort level 

talking with patients about obesity from the pre-intervention survey responses. Provider willingness to 

provide obesity management services in primary care and openness to offering a WMP decreased 

slightly from the pre- to post-intervention survey.  

On the post-intervention survey, providers were asked to rate three additional statements on a 

Likert Scale of 1-5. The three additional statements asked about the usefulness of the presentation, how 

useful the WMP guide is for practice, and if providers learned something that will improve their practice. 

All participants responded with a 4 (agree) or 5 (strongly agree), with an average rating of 5 for all three 

statements. 

Discussion 

Summary  

The pilot WMP data showed that this program is an effective treatment modality for weight loss 

in the PC setting. The overarching aim of this QI project was to increase providers' knowledge of obesity 

management and increase providers' willingness to offer obesity management services. A 30-minute 

educational session increased providers' knowledge regarding obesity management but did not 

translate to an increased willingness to offer a WMP. The program guide was reported as highly useful 

to providers. Although providers did not report an increased willingness to offer a WMP after the 
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education session, all providers reported that they learned something new and plan to apply this 

knowledge to their practice, indicating the benefit of provider education. The strengths of this QI project 

include the methodology that showed the applicability and effectiveness of provider education and a 

WMP guide for clinical practice, even if providers have yet to express interest in offering a formal WMP. 

Interpretation  

Patients that completed the WMP spent an average time of 5.7 months in the program and had 

statistically significant weight loss and percent of body weight loss before and after the program. These 

results reflect the literature in showing that weight loss is most effective when interventions occur in the 

long-term (over at least six months) versus short-term (less than three months) (Marques et al., 2021; 

Semlitsch et al., 2019). Survey responses indicated that the most consistent barrier to providing obesity 

services is lack of time, consistent with reported barriers in previous studies (Caterson et al., 2019; 

Kaplan et al., 2018; Marques et al., 2021; Simon & Lahiri, 2018). Providers were less likely to offer 

services in their practice or a WMP post-intervention, indicating that a detailed assessment of barriers 

and facilitators would be beneficial. However, 100% of survey responders reported that the WMP guide 

would benefit their practice, indicating that providers may informally offer similar services to their 

patients following education. This QI project revealed the relatively short-term benefit of weight loss 

with an office visit-based WMP. Other primary care sites could implement similar approaches to care for 

PWO and assess long-term impacts on patients’ weight and other health indicators. 

Limitations 

This QI project had several limitations, the most notable being the small sample size of WMP 

patients and provider participation in the education sessions, limiting statistical power (Shreffler & 

Huecker, 2022). Additionally, this project's focus on one healthcare system limits the generalizability of 

the results to other healthcare sites. A source of bias in data collection is that patients that paused or 

stopped the WMP were not included in statistical analysis, likely altering the positive weight loss data 
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and WMP survey responses. Another limitation of this QI project is that the design and timeframe did 

not allow for long-term follow-up to see if the interventions increased patient access to primary care-

based obesity management services over time. Finally, providers were less willing to provide a WMP 

post-intervention. Investigating the reason behind the decreased willingness to offer the WMP was 

outside this project's scope but is worth examining in the future. 

Conclusions  

Obesity is a significant public health threat locally and nationally, and the PC setting is ideal for 

implementing effective interventions to combat potential adverse outcomes. To increase access to 

services for PWO, we must reduce barriers and equip PCPs to offer obesity management interventions. 

This pilot primary care-based WMP revealed the effectiveness of this approach to treating obesity. The 

WMP guide can be utilized in virtually any primary care setting to aid in an evidence-based long-term 

management approach for PWO. Educating providers can increase knowledge in several critical aspects 

of obesity management, such as bariatric surgery referrals or pharmacological interventions. Many 

barriers to providing these services remain, the most common barrier being lack of time. Future QI work 

on this topic should focus on solutions to this common barrier and evaluate the potential long-term 

effects of primary-care-based WMPs. PCPs can impact obesity trends in the U.S. by offering holistic 

obesity management services in the primary care setting.  
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Appendix A 

Cause and Effect Diagram 
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Appendix B 

QI Project Timeline 
 

 May Jun Jul Aug Sep Oct Nov Dec- 
Mar 

Finalize project design and 
approach (703A) X        

Complete IRB determination or 
approval (703B)   X      

Phase 1 (703B)  
-Gather baseline program data 
-Patient interviews 
-Program provider interview 
-MA interview  

  X X    

 

Phase 2 (703B) 
-Program guide creation    X X     

Phase 3 (703B) 
-Pre-survey 
-Education Session (intervention) 
-Post-survey 

   X    

 

Phase 4 
-Result analysis      X X   

Final Data analysis (703B)      X  
 

 

Write sections 13-17 of final paper 
(703B)      X X  

Prepare for project dissemination 
(703B)        X 
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Appendix E 
 

Provider Pre-Intervention Survey 
 

Q1. How many years have you been a provider? 

o Less than a year (1)  

o 1-3 years (2)  

o 3-5 years (3)  

o 5-10 years (4)  

o 10-20 years (5)  

o 20+ years (6)  
 
Q2. Have you received continuing education or training on obesity management in the last 5 years? 
Answer yes or no. If yes, please describe. 

o Yes (1) __ 
 
Comment:  

o No (2)  
 
Q3. Please rate to what extent you agree with the following statements:  
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 Strongly disagree 
(1) 

Somewhat 
disagree (2) 

Neither agree nor 
disagree (3) 

Somewhat agree 
(4) Strongly agree (5) 

I have strong 
knowledge 

regarding obesity 
management in 
primary care (1)  

o  o  o  o  o  
I feel confident 

prescribing non-
pharmacologic 

interventions for 
obesity (including 
but not limited to 
diet, exercise, and 

behavioral 
counseling) (2)  

o  o  o  o  o  

I feel confident 
prescribing 

pharmacologic 
interventions for 

obesity (3)  
o  o  o  o  o  

I feel comfortable 
talking with 

patients about 
their weight, BMI, 
and diagnosis of 

obesity (4)  

o  o  o  o  o  
I feel confident 

knowing when to 
refer someone for 
bariatric surgery 

(5)  
o  o  o  o  o  

I routinely 
evaluate my own 

biases when 
caring for people 
with obesity (6)  

o  o  o  o  o  
I have sufficient 
time during an 
office visit to 
counsel on 

obesity services 
(7)  

o  o  o  o  o  
An educational 

session on obesity 
management in 

primary care 
would be 

beneficial (8)  

o  o  o  o  o  
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I am willing to 
provide obesity 
management 
services in my 
primary care 
practice (9)  

o  o  o  o  o  
I am open to 

offering an office-
visit based weight 

management 
program (10)  

o  o  o  o  o  
 
 
Q6. What barriers do you face in providing obesity services in primary care? 

________________________________________________________________ 
 
 
Q7. Do you have any additional comments, feedback, or questions? 

________________________________________________________________ 
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Appendix F 
 

Provider Post-Intervention Survey 
 
Q1 How many years have you been a provider? 

o Less than a year (1)  

o 1-3 years (2)  

o 3-5 years (3)  

o 5-10 years (4)  

o 10-20 years (5)  

o 20+ years (6)  
 
 
Q3 Please rate to what extent you agree with the following statements: 

 Strongly 
disagree (1) 

Somewhat 
disagree (2) 

Neither agree 
nor disagree 

(3) 

Somewhat 
agree (4) 

Strongly agree 
(5) 

I have strong 
knowledge 
regarding 

obesity 
management 

in primary care 
(1)  

o  o  o  o  o  

I feel confident 
prescribing 

non-
pharmacologic 
interventions 

for obesity 
(including but 
not limited to 
diet, exercise, 
and behavioral 
counseling) (2)  

o  o  o  o  o  
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I feel confident 
prescribing 

pharmacologic 
interventions 
for obesity (3)  

o  o  o  o  o  
I feel 

comfortable 
talking with 

patients about 
their weight, 

BMI, and 
diagnosis of 
obesity (4)  

o  o  o  o  o  

I feel confident 
knowing when 

to refer 
someone for 

bariatric 
surgery (5)  

o  o  o  o  o  

I routinely 
evaluate my 
own biases 

when caring 
for people 

with obesity 
(6)  

o  o  o  o  o  

I have 
sufficient time 

during an 
office visit to 
counsel on 

obesity 
services (7)  

o  o  o  o  o  

The 
educational 
session on 

obesity 
management 

in primary care 
was beneficial 

(8)  

o  o  o  o  o  



 37 

I am willing to 
provide 
obesity 

management 
services in my 
primary care 
practice (9)  

o  o  o  o  o  

I am open to 
offering an 
office-visit 

based weight 
management 
program (10)  

o  o  o  o  o  
 
 
Q6 Please rate to what extent you agree with the following statements: 

 Strongly 
disagree (1) 

Somewhat 
disagree (2) 

Neither agree 
nor disagree 

(3) 
Agree (4) Strongly Agree 

(5) 

The 
presentation 
on Obesity in 
Primary Care 

was 
informative 

and useful for 
my practice (1)  

o  o  o  o  o  

The Weight 
Management 

Program Guide 
will be 

beneficial for 
my practice (2)  

o  o  o  o  o  

I learned 
something 
during the 

presentation 
that will 

improve my 
practice (3)  

o  o  o  o  o  
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Q7. Do you have any additional comments or feedback? 

________________________________________________________________ 
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Title of Study: Increasing Access to Primary-Care Based Obesity 
Management Services: A Quality Improvement Project 

Investigator: Jonathan Soffer 
IRB ID: STUDY00024620 

Funding: None 

The IRB determined that the proposed activity is not research involving human 
subjects. IRB review and approval is not required.  

Certain changes to the research plan may affect this determination.  Contact the 
IRB Office if your project changes and you have questions regarding the need 
for IRB oversight. 

If this project involves the collection, use, or disclosure of Protected Health 
Information (PHI), you must comply with all applicable requirements under 
HIPAA. See the HIPAA and Research website and the Information Privacy and 
Security website for more information. 
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